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future prophylactic and curative measures against bacteremia will 
be along the lines of vaccines rather than antiserums, yet in all 
probability a considerable period must elapse before the bacteri¬ 
ologist will be of much assistance to the clinician in his treatment 
of such infections. 
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RECURRENT OCULOMOTOR PALSY, WITH A REPORT 

OF A CASE. 1 
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William Campbell Posey, M.D., 
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Recurrent oculomotor palsy is a rare affection, although cases 
have been reported in this country by de Schweinitz, 2 Leszynsky, 3 
Sachs, 4 Weber, 5 and Onuf. 6 The reports in most of these cases have 
been very brief, and it is doubtful whether, according to the distinc¬ 
tions of Mobius, most of these cases should be regarded as typical. 
The following case should be classed in the symptom group. 

On October 31, 1904, C. C. N., a physician, aged thirty-one 
years, consulted one of us (Dr. Posey) on account of double 
vision and drooping of the right lid. His eyes had been refracted 
five years previously, while he was in attendance at the medical 
school, because of recurrent attacks of pain in and over the 
right eye, but nothing abnormal in the eye grounds or in the extra- 


’ Read before the Ophthalmological Section of the College of Physicians of Philadelphia, 
December, 1904. 

2 Boston Medical and Surgical Journal, 1895. 3 Medical Record, May 25,1901, p. 812. 

4 Journal of Nervous and Mental Disease, 1901, p. 402. 

6 Ibid. a ibid. 
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ocular muscles had been noted at that time. The patient still wore 
the glasses which were then given him for the correction of a mod¬ 
erate amount of hypermetropic astigmatism, and which for a time 
had relieved his symptoms perfectly. When the eyes were exam¬ 
ined for the-purpose of ascertaining the cause of his present diffi¬ 
culty, an almost complete ptosis of his right upper eyelid was at 
once manifest, while further study elicited that the inferior oblique 
and the internal rectus muscle of the same eye were paretic. The 
upper lid and the extraocular muscles of the left eye were unaffected, 
and the irides and ciliary muscles acted normally in both eyes. Cor¬ 
rected vision was also normal in both. An examination of the nose 
and its accessory sinuses by Dr. Freeman revealed nothing abnormal. 

The diagnosis pointed to a partial palsy of the external division 
of the right oculomotor nerve; upon questioning the patient, how¬ 
ever, in order to ascertain the cause of the palsy, a series of facts 
was developed which at once surrounded the case with unusual 
interest and indicated that the character of the affection was quite 
out of the common. The family history of the patient was good, 
his father being still alive at the age of seventy-five years; his mother 
having died of splenic anaemia when forty-nine years of age. Four 
brothers and one sister are living and well, one brother having died 
of acute pancreatitis at thirty-six years of age. There is no history 
of nervous or neurotic disease in the family, nor, as far as the patient 
could ascertain, had any of the members been the subject of an 
ocular palsy. His sister is rheumatic and suffers from migrainous 
attacks, but all his brothers are free from them. 

In early childhood the patient had measles and had repeated 
attacks of lumbago, which have persisted with a moderate degree 
of severity until the present time. When he was about fourteen 
years of age he began to suffer from spells of dimness of vision, 
associated with flashes of light upon the side, and followed by 
headache and nausea. These seizures apparently were typical 
attacks of migraine. They occurred upon both sides of the head 
and were brought on by gastric disturbances, overuse of the eyes, 
and general fatigue. At the end of two years the character of the 
attacks changed as the spectra disappeared, though the pain in the 
head and the gastric symptoms still persisted. While in attendance 
at the medical school, the pain in the head was almost constantly 
present, especially over the right eye, which led him, as mentioned 
above, to seek relief from glasses. His health is otherwise good 
and gonorrhoea and syphilis are denied. 

In January of this year, after continuous professional work of 
more than usual severity, following an attack of pain in the right 
eye which had persisted for a few days, he saw double for the first 
time. He is unable to say whether the attacks of migraine had 
been more aggravated just prior to the attack of diplopia than 
usual, but he is confident of the preceding pain in the eye without 





Left eye fixing an object far to the left and slightly above the horizontal visual plane. Right 
eye is deviated down and in, as a consequence of a paretic condition of the right inferior 
oblique and internal rectus muscles. 


Left eye fixing an object above. Right eye is deviated downward, and the lid is drooping. 
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the migrainous symptoms. At the time of the attack the double 
vision was more marked when he looked to the left and above, but 
there was no ptosis. This diplopia persisted several weeks and 


Fig. 1. 
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then gradually passed away, leaving no apparent ocular disturb¬ 
ance, his eyes giving him no further trouble until July, when a return 
of the double images was again remarked. The double images 
were of much the same character as in the preceding attack, but 
there was the additional symptom of the drooping of the upper lid 
of the right eye. At first the ptosis was intermittent, but in the 
course of a few weeks it became permanent and almost complete, 
until November 1st, when the lid raised for several days, but dropped 
again, however, and the eye remained closed until November 24th, 
when the lid again raised and resumed its natural appearance and 
so continued one week, when it began to partially droop, in which 
condition it still remains. 

On account of the unusual course of the palsy, the attack of 
diplopia six months previous to the onset of the present palsy being 
also occasioned in all probability, as judged by the position of the 
double images, by an involvement of the right aculomotor nerve, it 
was thought best to ascertain whether there existed any further 
involvement of the nervous system. The patient was accordingly 
examined by one of us (Dr. Spiller), who found that he closed his 
eyelids well, drew up the corners of the mouth fairly well together, 
but not very well separately. The tongue was protruded straight, 
was moved freely, and showed no fibrillary tremors. The masseter 
contracted well on each side. Sensation for touch and pain was 
normal in the two sides of the face. 

He had no weakness of the limbs. The patellar reflexes were 
prompt but not excessive, and the right was a little prompter than 
the left. The Achilles jerks were prompt but not excessive, and 
he did not have ankle clonus. Sensation for touch and pain was 
normal in the hands and feet. The gait and station were normal 
with eyes open or closed. He had possibly an area of slight hypal- 
gesia on each side of the thorax about the nipple line; this, however, 
was not positive, and tactile sensation here was normal. 

The patient when questioned gave further information regarding 
the attacks that he had had when he was about fifteen years of age 
and later. In these he would become completely blind, and would 
not recognize an object across the room, although he could see light 
faintly. These attacks lasted about half an hour, and were fol¬ 
lowed by severe headache. During the blindness he saw flashes 
of light. The blindness disappeared before the headache developed. 
He had not had any of these attacks during the past ten years. 

Mobius gives a description of recurrent oculomotor palsy some¬ 
what different from that of most Writers. He presents a brief 
summary of all the cases reported since 1895, but of these only 
6 are regarded as typical. They are the cases of Karplus (3), 
de Schweinitz, Ballet, and Paderstein. The symptoms begin in 
youth, at least before the twenty-fifth year. There is no heredity 
and the patients do not usually, come from families in which migraine 



SPILLEK, POSEY: RECURRENT OCULOMOTOR PALSY. 


591 


occurs, although the occurrence of migraine in the family is not 
sufficient to prevent a diagnosis. The attacks always begin with 
headache, vomiting, or nausea, and, as a rule, the headache ceases 
when the paralysis develops, but it may last a few days after the 
paralysis has begun. There may be vertigo, increased flow of 
saliva, and vasomotor symptoms. Flimmer scotoma does not occur. 
The paralysis never develops without migraine, but there may be 
attacks of migraine without paralysis, and the headache is always 
on the same side. The migraine may last hours or weeks; the 
paralysis weeks or months; indeed, the headache is likely to last 
longer than in the simple migraine. The frequency of the attacks 
varies, there may be several attacks in one year, or several years 
may intervene between the attacks, but there is a type for every 
case. The periodicity is like that of epilepsy, migraine, and periodic 
insanity. The oculomotor paralysis is unilateral and complete, 
never confined to the external ocular muscles, or to the internal. 
Between the attacks some weakness of the oculomotor supply per¬ 
sists, and in course of time the residual paralysis increases. The 
first branch of the trigeminus has been found implicated. 

Mobius combats Charcot’s opinion that the periodic oculomotor 
palsy is a form of migraine (migraine ophtalmopldgique), and he 
believes the migraine is only symptomatic, as it may be in epilepsy 
or paretic dementia. Migraine may cause oculomotor palsy, but 
in periodic oculomotor palsy the lesion causes the palsy and the 
migraine is an aura. How migraine may cause the palsy is un¬ 
known. In most cases of periodic oculomotor palsy the paralysis 
occurs in the first attack. 

Mobius 1 assumes that the lesion is at the base of the brain. He 
mentions that de Schweinitz has reported recurrent abducens 
palsy. 

Oppenheim 2 gives a more liberal interpretation to the symptom- 
complex. According to him the periods may be irregular, all the 
oculomotor supply need not be implicated, and the paralysis may 
be confined to one muscle, as the levator palpebrse superioris in 
Knapp’s case. The second branch of the trigeminus may be 
affected. In the intervals between the attacks there may be no 
paralysis. In the cases in which a necropsy has been obtained 
(Ziehen, Weiss, Thomsen-Richter, Karplus) basal hemorrhagic 
pachymeningitis was found in one case, a tubercle, a fibrochon- 
droma, and a neurofibroma in the others. Oppenheim thinks that 
the periodic oculomotor palsy is related to migraine, as Charcot 
believed, and dependent upon vasomotor disturbance. Spasm of 
the vessels obstructs the blood supply and causes the paralysis, or 
overfilling of the vessels compresses the nerve. Attacks may occur 
without permanently injuring the nerve, but finally degeneration 

1 Deutsch. Zeitschrift f. Nervenheilkunde, 1900, Bd. xvii. p. 294. 

5 Lehrbach der Nervenkrankbeiten, third edition, 
von. 129, no. 4.— apbil, 1905. 89 
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and inflammatory changes occur in the nerve and the paralysis 
persists. Such vascular disturbanees'may cause exudative processes 
or tumor. The symptoms may be progressive, or may be arrested, 
or may disappear. 

Some very important distinctions will be noticed between the 
descriptions of Mobius and Oppenheim. A lesion may readily 
cause a paralysis of only certain branches of the oculomotor nerve, 
even though it be a tumor at the base, and a partial palsy should 
not be sufficient reason for exclusion of a case. The limitation to 
an age below twenty-five years is certainly arbitrary. . 

The case that we have studied is especially interesting in regard 
to the migrainous attacks. When about fifteen years old and later 
the patient had ophthalmic migraine— i. e., attacks of blindness 
accompanied by flashes of light—but these had ceased about ten 
years before he had the oculomotor palsy. The case is evidently 
one of recurrent oculomotor palsy, and while it does not strictly 
correspond to Mobius’ narrow limitations in the partial palsy, 
the age of the patient and the preceding attacks of migraine, 
it does illustrate the symptom-complex as given by Oppenheim. 
Why, we may ask, should the palsy not be partial even though the 
cause is an organic one, why should the symptoms not appear at 
the age of thirty as well as of twenty-five; why should migraine 
not precede the palsy even for many years? The condition is a 
symptom-complex not a disease, and the pathology has been deter¬ 
mined in only four cases. Indeed, it is questionable whether Ziehen’s 
case with necropsy should be regarded as one of recurrent oculo¬ 
motor palsy. Is there good reason for excluding such a case as the 
one reported by Leszynsky? 1 

A woman, aged twenty-nine years, began when six years old to 
have attacks of headache confined to the right temporal and supra¬ 
orbital regions, and invariably accompanied by vomiting. The 
attacks occurred every five or six weeks. At her twelfth year the 
headache was associated with ptosis of the right eye, from which 
she recovered in two weeks, the migraine continuing to occur as 
before. The second attack of oculomotor palsy occurred in her 
nineteenth year, with the same kind of pain and vomiting. She 
had partial ptosis, diplopia, and inability to look upward with the 
right eye. She improved in three weeks, but the eye did not move 
upward as well as before for a few months, and then motility was 
completely regained. The third attack occurred in her twenty- 
second year, and was characterized by almost complete ptosis, 
outward deviation of the eyeball, and diplopia. She recovered in 
about a year. She had five attacks. 

It is well to define a symptom-complex sharply, but in the present 
state of our knowledge regarding recurrent oculomotor palsy, 

1 Journal of Nervous and Mental Disease, 1901, p. 462. 
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when the ignorance of the pathology is so great, the description 
may be made too narrow. 

One must always remember that a recurrent oculomotor palsy 
may be the first sign of a general organic disease of the nervous 
system, like tabes or multiple sclerosis, but in the case we have 
reported no sign of such disease could be found. 


MYASTHENIA GRAVIS, WITH PARALYSIS CONFINED TO 
THE OCULAR MUSCLES . 1 

By William G. Spiller, M.D., 

OF PHILADELPHIA, 

AND 

Ernest U. Beckman, M.D., 

OF WILKESBARRE. 

Myasthenia gravis may present symptoms of implication of the 
ocular muscles in association with other signs of the disease, but a 
limitation of the weakness to the ocular muscles is exceedingly 
uncommon, 51 nd cases of this character are not always easy to 
diagnosticate. W. Sterling 2 has recently reported a case in which 
the paresis was observed only in a drooping of the upper lids, the 
ptosis varying in intensity from time to time. The myasthenic 
reaction was obtained in the biceps, deltoid, and sternocleidomas¬ 
toid muscles. This was the only case of this character Sterling 
knew of, but one of us (Spiller), in association with Dr. William 
Campbell Posey, has observed a similar case, in which bilateral 
ptosis of varying intensity was the only sign of the disease, except 
that one other ocular muscle was slightly affected. Dr. Posey will 
probably report this case. Sterling refers to the cases of Camuset, 
Karplus, Kunn, and Wilbrand and Sanger, in which the weakness 
was only in the ocular muscles, although in the first two cases other 
symptoms of the disease developed later. The myasthenic reaction 
to the electric current does not seem to have been obtained in any 
of these four cases. 

A case reported by Oppenheim is as follows: 

A man, aged forty-seven years, not syphilitic and not alcoholic, in 
February, 1904, noticed suddenly diplopia. He had some headache 
during a few days. He was strong, and only the ocular muscles were 
affected. Both internal recti muscles were paralyzed, and within a 
few days ptosis, especially on the right side, developed. The intensity 
of the ptosis varied greatly; at times it was only slightly indicated, 

1 Read before the Philadelphia Neurological Society, January 24,1905. 

2 Monatsschrift f. Psychiatrie und Neurologie, vol. xvi. P- 18S. (Erganzungsheft.) 



